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deleterious effect on the female liver,35 which may justify using a
lower threshold for women. In this study, however, only five more
women would have been classified as excessive or problem drinkers
if the limit had been lowered to 150 g pure alcohol a week. Two of
these women were also identified by other indicators. Thus the
results were not greatly influenced by the limit chosen for women in
this study. Among the patients classified as excessive or problem
drinkers there was a close relation between alcohol consumption
and the need for medical care, especially in women.
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SHORT REPORTS

Time of separation of the umbilical cord
and its relation to infection in infancy
In recent reports of children with severe immunodeficiency because of
defective function ofpolymorphonuclear leucocytes the authors emphasised
that in many of the children separation of the umbilical cord had been
delayed beyond 10-12 days and in some cases up to six weeks.'4 The
abnormalities found were associated with either functional mobility defects
in polymorphonuclear leucocytes or a genetically determined lack of surface
membrane glycoproteins (important in cell contact and adherence), or both.
The prolonged time to separation of the cord has been assumed to reflect a
general defect of intracellular contractile proteins. To assess the clinical
importance ofdelayed separation ofthe cord a community study was made of
children born in an urban area in the midlands of England.

Methods and results

The mothers of children in the three general practices in which one of us (WR)
worked were visited soon after delivery and a record made ofthe day after delivery
on which the stump of the umbilical cord separated from the child. The children
were visited at regular intervals thereafter until they had all reached the age of 2
years. The practice and health visitor's records were then examined and the
number ofoccasions on which the child had been seen and treated for an infection
noted. Infections were recorded as periods of ill health for which an antibiotic had
been prescribed by the family practitioner.
The records of 56 ofthe cohort of64 children seen initially were available at the

end of the two year follow up. The mean time to separation of the umbilical cord
was 9-4 days (range 2-28). During the two years the total number of infective
episodes recorded for these children was 271, with a mean of4-8 per child. The 27
children whose umbilical cord separated at a time interval less than the mean
(nine days or less) had a much lower incidence of infections than the 29 children

whose cords separated after 10 days or more (87 v 184). The mean (SD) number of
infections per child was 3-2 (3- 1) in the group whose cords separated at nine days
or less and 6-3 (5-9) in the other group (p<0f02). There was therefore a trend
towards more infections in those children whose umbilical cord separated later,
but there was considerable variation: two children whose cords separated at 13
and 16 days, respectively, had no infections recorded, and the child with the
longest delay till separation (28 days) had only two infections in two years,
although he suffered from failure to thrive and was placed for a time on a gluten
free diet, but by 2 years he was developing normally and receiving a normal diet.
The children comprised 22 of immigrant parents (mainly Asians) and 34 of

native British parents. The children of immigrant parents tended to have slightly
more infective episodes but this was not significant, nor was there a significant
difference between the ethnic groups in the number of days after birth that the
cord separated.

Comment

Several factors determine whether young children are likely to get
infections, such as birth weight, birth order, social class, etc, but none of
these have been related to the time after birth when the umbilical cord
separates. This study supports the view that children who experience a delay
in separation ofthe umbilical cord are likely to suffer more infective episodes
in infancy than those whose cords separate early. The pathophysiological
explanation of this remains to be explored.
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Contamination by hepatitis B surface
antigen in dental surgeries
Dental surgeries are believed to be high risk areas for hepatitis B virus
infection by virtue of possible contamination by droplets of blood and

Environmental surfaces and instruments testedfor hepatitisB surface antigen (HBsAg) by radioimmunoassay

Counts/min in Mean counts/min in
samples positive seven negative

Environmental surfaces No of samples No of samples for HBsAg* controls in kit
or instruments tested positive for HBsAg (A) (B) (A):(B)t

736 135 5.5Work benches 19 2 1 022 172 5 9
612 172 3-6

Dental units for instruments 19 3 415 118 3-5
1 902 135 6-7

504 172 2-9Dental chair headrest 19 2 { 607 135 4 5
903 118 7-7

Dental chair arms 19 3 661 135 4-9
715 172 4-2

Air turbine handpieces 19 1 1 110 189 5-9
Suction units 19 1 849 118 7-2
Air and water spray syringes 19 0
Cup holders 19 0
Lamp holders 19 0
Slow motion handpieces 19 0

F 3 112 135 23-1Forceps4 42 2 l 715 172 4-2
1 002 172 5-8

Dental mirrorst 79 4 41 172 233
512 135 3-8

1 080 118 9-2
715 118 6-1
932 118 7-9
874 118 7-4
410 118 3.5
416 118 3*5

Burst 144 13 1 010 135 7 5
I 512 1351 3-8

713 135 53
584 135 4-3
530 135 3 9
961 172 5 6
836 172 4-9

Negative controls§ 5 0 165
Positive controls5 5 5 10 125

*Mean of three determinations.
tValues above 2 1 considered to be positive.
tlnstruments after use and awaiting disinfection.
§Negative controls were swabs moistened and eluted without contact with environmental surfaces or instruments. Positive controls were samples
from patients positive for HBsAg. Data given as mean.

aerosolised saliva and blood from carriers of the disease.' Contaminated
equipment may remain infective for long periods owing to the long survival
of the virus, and high titres of virus may be present in blood.
The degree of environmental contamination in a surgery varies with the

prevalence of carriage of hepatitis B surface antigen (HBsAg) in the locality.
In Italy the prevalence ofHlsAg carriers is 2-3%, but in some regions-for
example, the Naples area-it reaches about 4% and in areas of high
endemicity in some Naples suburbs carriage rates of up to 13% have been
recorded.-'
We therefore decided to investigate the degree of contamination by

HBsAg in dental surgeries in our area, as no quantitative data were available.

Methods and results

Without prior warning we visited the heads of 18 dental surgeries in the Naples
area one hour before closing and asked for permission to sample surfaces and
equipment for the detection of HBsAg. Fifteen agreed and sampling began
immediately. The table lists the surfaces and instruments tested. The procedure
permitted judgment of the grades of contamination among the dental surgeries
but not identification of individual surgeries.
We used the method ofBond et al for the detection ofHBsAg on environmental

surfaces.2 A sterile cotton swab moistened with sterile 1% bovine serum albumin
in 0 85% sodium chloride (BSAS) was rubbed on about 100 cm2 of each
environmental surface and forcefully and repeatedly on each instrument. The
samples were then eluted in 1 ml BSAS. All samples, including positive controls
(blood from HBsAg positive patients) and negative controls (swabs moistened
with and eluted in BSAS without contact with environmental surfaces or
instruments), were tested for HBsAg by radioimmunoassay (Ausria II; Abbott).
The presence of HBsAg in the repeatedly reactive specimens was confirmed by
neutralisation by using an Ausria II confirmatory neutralisation test kit.
The table gives the results. Twelve samples (6 3%) were positive out of a total

of 190 collected from environmental surfaces. Nineteen samples were positive
from a total of 265 (7 2%) collected from forceps, dental mirrors, and burs
awaiting disinfection after use. This level of contamination was due to the high
prevalence of HBsAg carriers among the patients treated in the dental surgeries
investigated. Air and water spray syringes, cup holders, lamp holders, and slow
motion handpieces were invariably negative for HBsAg.

Four dental surgeries showed no evidence ofenvironmental contamination; the
level of contamination was comparable in the others.

Comment

We found extensive contamination by HBsAg in the dental surgeries
investigated. In our opinion this was related to the high prevalence of
carriage of the antigen in the area and to the particular type of procedures
performed by dentists, which cause dissemination ofmicrodroplets ofblood
and saliva and release of aerosolised saliva and blood into the environment.
As it is impossible to avoid environmental contamination in dental surgeries,
all procedures and handling of potentially infective materials should be
performed carefully to. minimise the formation of droplets, spatters, and
aerosols. Every effort to develop new techniques and devices to achieve this
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